rence.4 5 Because the results reported by several authors cannot be equally compared because of differences in their detailed records of courses of diseases, it is hard to select a unique factor affecting the ophthalmic findings in these patients.
Recently, massive corticosteroid treatment of VKH was clinically reinvestigated. 6 Yamamoto et al6 found a similarity in the prognosis of patients treated with nonsteroidal anti-inflammatory agents and those treated with massive doses of systemic corticosteroids. Therefore, it was difficult to determine ifthe remission ofthe disease during pregnancy m our patient was spontaneous or due to the pregnancy.
Although Clinically the patient began to deteriorate and surgical debridement was delayed until 7 days after presentation. Under local anaesthesia all necrotic periorbital skin and subcutaneous tissue were debrided revealing healthy orbicularis muscle beneath (Fig 2) . However, renal and circulatory failure developed and, despite intensive supportive measures, he died 15 days after his admission. .~~~~~~~~~ ------;----iM. Histology of the debrided tissue showed full thickness necrosis of the skin and underlying fat with a diffuse heavy infiltrate of neutrophils with sparse Gram positive cocci (Fig 3) . Necrotising fasciitis without preceding trauma or surgery is rare, but has been reported in three cases of periorbital infection.2 3 In this case infection could have occurred via unnoticed skin trauma or sepsis, or possibly haematogenous spread from the pharynx.
Invasive disease due to group A Streptococcus has been reported more frequently since the late 1980s and this may be due to a change in serotype distribution, with the more invasive types Ml, 3 , and 18 being more prevalent (M protein is an organism cell wall constituent4).
The rapid progression and spread seen in necrotising fasciitis may well be related to the exotoxins produced by the Streptococcus such as pyrogenic exotoxin, streptokinase, and hyaluronidase.
Successful treatment depends on early recognition of the condition, early surgical debridement, and the currently recommended antimicrobial treatment of high parenteral doses of benzylpenicillin with the addition of clindamycin in severe cases.5 Furthermore, it must be remembered that the subcutaneous spread is often more extensive than the involvement of the overlying skin while the preservation of the orbicularis and the eyelid margins will simplify reconstructive surgery.
Although rare, particularly without a history of trauma, prompt recognition of this potentially fatal infection is necessary for successful treatment. The apparent change in the spectrum of the disease caused by Streptococcus pyogenes may be related to the prevalent M serotypes and the ability of the organisms to produce pyrogenic exotoxins. If these serotypes become more prominent then invasive Streptococcus pyogenes may become more common. 
